
tive. The palliative will sometimes prove success-
ful,'and consists in replacement by air dilatation
with the pneumatic proctoscope with the patient
in thejduiee-chest position. After such replace-
ment of the gut the bowels will sometimes act
regularly for a few days, and persistence in this
line of treatment may effect a cure. At the same
time ulcérations present are treated by direct
topical applications. Should palliative measures
prove of no avail the suturing of the sigmoid to
the abdominal wall (sigmoidopexy) will prevent
the invagination.

Stricture of the rectum should not be forgotten
in this connection. I have seen several cases that
had received prolonged medicinal treatment with-
out the real cause being ascertained. In two cases
the stricture was annular and situated just within
the internal sphincter and barely admitted the
examining finger.

Hypertrophy and spasm of the external sphinc-
ter muscle is a more common cause of constipa-
tion than is generally supposed. In these cases
usually a small ulcer will be found somewhere in
the anal canal, which is irritated by the fecal dis-
charges and thus keeps up the spasm and rigidity
of the muscle. The treatment for this condition
is the same as that for anal fissure.

RECTAL CANCER.

Notwithstanding the accuracy with which
rectal cancer can now be diagnosed, it is a fact,
most surgeons will agree to, that an early diag-
nosis is made out in only a small percentage of the
patients that present themselves for operation.
Perhaps not more than one fifth of the cases are
suitable for radical operation, yet these growths
of the lower rectum can be easily recognized by
digital examination alone, while those of the
upper rectum and pelvic colon can nearly always
be accurately located with the sigmoidoscope.
Should there be doubt as to the nature of the
neoplasm it can be differentiated from other
tumors by removing a portion for microscopical
examination.

In the early stages when the growth is small
bi-manual palpation is unreliable. Exploratory
incision is probably the surest method of making
the diagnosis, but it is only infrequently that such
an operation is necessary. Cancer of the large
intestine will continue to be overlooked until we,
as a profession, recognize how frequently it
occurs (according to late statistics three quarters
of the malignant growths of the intestinal tract
are located in the rectum or sigmoid) and become
more discerning as to the initial symptoms of this
insidious disease. It can readily be perceived
that the general practitioner will frequently
overlook the first vague symptoms of malignant
disease of the rectum.

It is a common experience to hear these patients
remark that for six months or a year previously
they had consulted their physician for certain
unusual sensations in the rectum, such as a feeling
of weight and fullness that was only relieved by
defecation; or a patient who has heretofore been
regular in his habits may have complained of a

gradually increasing constipation, which is a very
suggestive, early symptom of malignant disease
of the rectum. Even after the cardinal symp-
toms, such as muco-purulent or bloody stools,
constipation alternating with diarrhea, etc.,
appear, the diagnosis may have been obscured
by complications such as piles, fistula or ulcéra-
tion, for such patients often appear vigorous and
robust for a longtime, since the neoplasm is situ-
ated at the lower end of the digestive tract and
thus has not interfered in any way with the
digestion and assimilation of nourishment.

Many patients have been seen by the writer,
illustrating how far advanced these cases often
get, before they are discovered, and not until we,
as physicians, make it a routine practice to
examine every patient with however indefinite
rectal symptoms, by means of the newer and
more modern instruments at our disposal, will
the mortality of rectal cancer be materially
reduced.

SOME FURTHER STUDIES ON NOCTURNAL
PARALYSIS.

BY ISADOR H. CORIAT, M.D.,
Second Assistant Physician for Diseases of the Nervous System,Boston City Hospital.

(From the Neurological Clinic of the Boston City Hospital.)
In a recent contribution upon this subject,1 I

reported the case of a woman, in whom, following
a distressing emotional shock, there developed a

peculiar symptom-complex. In the half-waking
and half-sleeping condition (hypnagogic state),
there arose a state of general palsy, which, in its
clinical picture, was an exact motor repetition of
the original emotional episode. The disorder
was interpreted as a functional dissociation and
closely related to the temporary, general palsy
that is sometimes observed in patients who are
suddenly awakened from a deep hypnosis. Com-
plete recovery took place by psychotherapeutic
methods. Since reporting this case, four others
of a similar nature have been observed. These
have not only helped to clear the clinical aspects
of the question, but have thrown considerable
light on the origin and evolution of the attacks.
Furthermore, a search through the literature has
brought several similar contributions to light,
which may be added to the papers by Weir
Mitchell and Ch. Fere, already quoted.

Bleuler,2 in a subjective analysis of his sensa-
tions while hypnotized, experienced a partial
palsy on awakening from the state of auto-
hypnosis. In a discussion of the variants of
dream consciousness, Jastrow 3 seems to have had
this condition of general nocturnal palsy in mind.
He writes: " It may be pertinent to note that
there seems occasionally a condition of dream
stupor that may be induced in predisposed
sleepers by sudden awakening, though it also
occurs spontaneously. The subject thereof finds

 Isiidor H. Coriat: Nocturnal ParalysÍB, Bosx. Me», and Suko.
Joun., vol. olvii, no. 2, July 11, 1007.

2E. Bleuler: The Psychology of Hypnotism, Munch. Med.
Woch., 1889, No. G. (Quoted by Forel, Hypnotism and Psycho-
therapy.)

'Joseph Jastrow: The Subconscious, mini, p. 231.
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great difficulty in regaining consciousness, as also
getting control of muscles and sense organs. He
may reel and stagger, rub his eyes and make
efforts to keep them open, apparently struggling
against a relapse into deeper sleep; and somewhat
dazed and befogged in his perceptions, his condi-
tion suggests the intoxication through the action
of a drug. At. times also he proves to be sug-
gestible and able to perform routine actions in an
automatic fashion. An energetic stimulus, such
as a dash of water upon his face, may be needed
to arouse his dormant faculties."

In ti recent contribution, (bidden 4 applies the
term " sleep drunkness " to the state of an indi-
vidual, in whom the transition from the sleeping
to the waking state is slow and there is a delay in
the return of grasp of environment and of capacity
for action. The individual is in a half-dream
state and the real world is only hazily grasped.
In his group I, called by him physiological " sleep
drunkness," he speaks of the temporary inability
to move or talk, although the mental grasp may
be quite clear. Both Krafft-Ebing and Pfister
apply the term to that half-waking and half-
sleeping state in which the psychomotor activity
is altered. The individual cannot speak, is rigid,
numb, unable to move, although he appears to
possess a complete consciousness. All these ob-
servations appear to correspond to the nocturnal
palsy of our cases, except here that the conscious-
ness seems rather hazy and bears a direct relation
to the feeling of inability to move. As will be
shown later, however, the phenomenon bears no
relation to sudden awakening.

Furthermore our studies have shown that the
symptom-complex is merely a portion of the
clinical picture of a neurasthenic or psychas-
thenic neurosis, hysteria or a recurrent mental
state. The following three cases are from the
service of Dr. Thomas:
CASE I. rSYCHASTUENIA WITH PECULIAR CRISES AND

NOCTURNAL PALSY.

The patient, H. O., age thirty-eight, first came to the
Neurological Clinic on June 5, 1907. She was per-
fectly healthy up to the age of twenty-six, when, fol-
lowing an attack of typhoid fever, she became nervous
and depressed for a time and had a fear of death. She
recovered, however, and has remained well since, up to
the onset of her present trouble. The patient cumc to
the clinic complaining of ordinary neurasthenic symp-
toms, but on closer analysis the following symptom-
complex was elicited. During the first week of May,
1907, her husband went to California in order to better
his financial condition. Khc worried considerably over
this and finally went into a state of great anxiety, more

particularly because she had received no letters from
her husband for three weeks. At this time also her
son became ill and this in a measure added to the
anxious mental condition. When the assuring letter
finally did arrive, the anxiety failed to improve and she
began to fear the journey to California and its conse-
quent breaking up of her home in Boston. During the
(lay she became quite irritable, started at slight sounds,
sleep was poor, but without any specially distressing
dreams; there developed a premonition of something
terrible about to happen, that her husband was dead,

4H. Gudden: Dio physiologischo und pathologische Schlaftrun-
kenheit. Archiv, für Psyohiat., Bd. 40, II. 3, 1905.

that her child might die, etc. The feeling of anxiety
was associated with numb sensations mounting from
her feet to her head; there was occasional vertigo; an
almost constant feeling of physical weakness, and there
finally developed a frequent, diarrhea. At the height
of the episodes of anxiety and fear there supervened &
peculiar mental state almost resembling a psyeho-
leptic crisis. There was no sensation of a blow on the
head, but. " a blur conies before my eyes, things are

getting dimmer," "things seem to he fading away,"
etc. These sensations, however, never reached an
actual sense of unreality.Parallel with these episodes of anxiety, there arose
the nocturnal palsy. Three or four times during the
night she would awaken from her sleep and in the hall-
waking and half-drowsy hypnagogic state would
experience a sudden jerky sensation, followed by an

inability to move the limbs. The total inability to
move would last for three or four minutes, and there
was a general sensation of numbness in the limbs. At
first all her will power would not serve to move her
body, but finally, after a few minutes of exercising her
strongest will, she would be able to throw the limbs
about, but even then with considerable difficulty on
account of the subjective feeling of numbness. During
the few minutes that this general palsy persisted the
limbs feel paralyzed and like withered," the heart
palpitates, the eyes are wide open and there is a sense
of intense fear and impending death. The attacks are
worse in the early morning, about 5 a.m. During the
attacks, she is always clearly.oriented and there is no
amnesia or haziness of memory for the individual at-
tacks. This nocturnal palsy has always occurred in
the half-waking and half-sleeping hypnagogic si ale,
and as the patient became more fully awakened, the
paralysis gradually grew less and she was able to move
the limbs. At no time has the palsy persisted after the
patient has become fully awake. These ¡ittacks have
occurred every night up to the present. The physical
examination was negative with the exception of a fine
tremor of the tongue, lips and outstretched hands.
Nothing special was elicited in abstraction.

Here we seem to lie dealing with a psychas-
thenic neurosis associated with frequent diurnal
crises of anxiety and nocturnal palsy. This
latter can be liest interpreted as an equivalent
of the daily crises, both being due to an iriter-
fere*nce with the normal psychological tension
and leading to a dissociation of consciousness.
Janet in his voluminous treatise makes no
mention of this particular disorder of sleep as an

equivalent of the psychasthenic crises. The
treatment in this ease consisted of waking sug-
gestions directed towards the cessation of the
crises and the nocturnal palsy. The psycho-
therapeutic technic was identical with that
employed in the case cited in my first paper. As
a result, the patient completely recovered in the
course of a few weeks and was able to journey and
join her husband in California.
CASE II. NEURASTHENIA WITH RATHER PROTRACT''!»

ATTACKS OF NOCTURNAL PALSY.

A. C, age twenty, came to the Neurological Clinic Oil
Aug. 23, 1907, complaining of neurasthenic symptoms.
She always enjoyed good health up to within two
months. Since this time, however, she has been sleep-
less at night; during the day, she has been restless and
fidgety, would drop objects, worried over trifles, and has
noticed frequent precordial palpitation. There was no
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sense of exhaustion and no headache. The physicalexamination was negative. During the period of her
neurasthenic symptoms, she has been subject to attacks
of nocturnal paralysis occurring two or three times a
week. She will awaken during the night in a state of
moderate fear and although she feels fully conscious,
yet finds it impossible to move her limbs or body or
even to cry out, for a period of fifteen minutes for each
attack. She is certain that the individual attacks last
fully fifteen minutes, because she is in the habit of
hanging her watch at the head of the bed, the eyes are

open in the attacks and she is thus able to time herself,
alt hough unable to move a muscle. Usually the hands
are clasped at the back of the head and she is unable
to pull them from under her. On the morning follow-
ing an attack, there is a feeling of weakness in the arms
and legs, but no tingling. These phenomena of
nocturnal palsy, as in the previous case, always oc-
curred in the half-waking and half-sleeping condition ;
the eyes were wide open, but try as she would, she was

totally unable to move or to cry out. As there was ¡i
transition from this hypnagogic state to a complete
waking condition, the general palsy gradually wore off,
at first the arms could be pulled down and then she
was able to move the limbs.

If the histological theory of sleep were sub-
stantiated by sound experiment, this case would
offer a fascinating opportunity to conclude that
the dendrites were still in a state of retraction.
Psyehotherapeutio procedures were used in this
ease; the attacks ceased during the first week of
treatment, after which the patient failed to come
to the clinic, so that the ultimate result is un-
known.
CASE HI. HYSTERIA WITH NARCOLEPTIC ATTACKS AND

NOCTURNAL PALSY.

C. M., age forty-five, first, presented herself to the
Neurological Clinic on July 26, 1907. She never
suffered from any serious illness, neither was there any
history of narcoleptic attacks in the immediate family
or its collateral branches. For eight years she has
suffered from peculiar attacks consisting of an irresist-
ible impulse to sleep. These would occur a number
of times during the day, particularly when she sat down
or was engaged in sewing or reading. At times she
would be compelled to bite the tongue in order to keep
awake. These narcoleptic attacks would last only a
few minutes at a time and were usually preceded by
slight vertigo. It was impossible to trace the origin of
the attacks. They continued without interruption for
six months, then ceased and did not return until the
spring of 1907, when they again became of almost daily
occurrence. Five years ago, there was an attack of
aphonia lasting six weeks, and at present there is almost
a constant sensation of a " globe " in the throat. On
several occasions, particularly when excited, vision has
been suddenly lost. At no time has there been any
headache, vomiting or paralyses. About four years
ago, she began to suffer from attacks of nocturnal
paralysis. She would awaken from a sound sleep and
while in the half-sleepy (hypnagogic) state, would find
herself unable to open her eyes or move her limbs.
This motor paralysis would last fora few minutes only,
and ¡is she became fully awake power would return.
At no time was she able to come out of the individual
attacks voluntarily while in the half-sleepy condition,
but always could do so, as she became more fully
awake. Sometimes she would be awakened by the
crying of one of her children, but even under these cir-
cumstances would find herself unable to stir. The day
following the attacks, she suffered from pain in the arms

and fingers. These attacks of nocturnal paralysisoccurred every night for about six months, then ceased,
but have recently returned, but to a slighter degree.
Nothing was obtained in expérimental distraction,
neither were there ¡my physical stigmata of hysteria.
As in the oilier cases the treatment was waking sug-
gestion directed against, the narcoleptic attacks and
nocturnal palsy given three times a. week, with the
result that continued improvement took place during
the first, month, after which both types of attacks ceased
altogether. The effect of psychotherapy in this case
is of some interest. Not only did the nocturnal palsy
completely cease, but in addition the patient recovered
from the narcoleptic attacks. In Camp's recent case of
narcolepsy,6 suggestion brought about a cure, after the
administration of caffeine had completely failed to
keep the patient awake.

Case IV. (Service of Dr. Prince).
NEURASTHENIA WITH NOCTURNAL PALSY.

G. G., age twenty-five, came to the clinic complaining
of irritability, a sense of exhaustion, particularly after
slight exertion, gaseous eructations and poor sleep.
Some time ago she developed incipient, tuberculosis and
entered a sanitarium where she remained for eight.
months, and recently she has worried over her hus-
band's condition, who has been unable to work on

account of postero-lateral sclerosis. During the past
two months and occurring several times a week, she
would awaken from her sleep, feel dizzy and find that
she was unable to move her arms or legs, which felt
numb and paralyzed. During the period of palsy she
is only half-awake, the eyes are closed, and she is unable
to scream. As the drowsy condition wears off, t lie eyes
can be fully opened and the limbs can lie moved.
Physical examination is negative. This patient has
only recently come under observation and it is yet too
early to judge of the outcome. During the short, time
she has been under treatment, however, the at lacks of
nocturnal palsy have entirely ceased. The treatment
has been waking suggestion, applied in the same manner

as in the other cases.

An analysis of the above cases will show some

points of interest and importance. While the
condition of nocturnal palsy occurs occasionally
and as a transitory symptom in normal indi-
viduals, yet when the attacks are protracted and
frequently repeated, it can safely be interpreted as

a pathological phenomenon. In the first place it
will be noted that the condition of generalized
motor paralysis occurs only in the hypnagogic
state, and as this wears off and progresses to com-

plete awakening there is a parallel disappearance
of the palsy. Consciousness in this hypnagogic
condition is either a little hazy or is completely
retained, as witness the case of the patient who
was able to judge of the length of time she was

unable to move by gazing at the watch which
hung over her bed. (Case II.) Since the same

general palsy has been observed in subjects who
are gradually or suddenly awakened from a deep
hypnosis, as was pointed out in niv first paper, we

may safely assume that hypnagogic state is a

genuine hypnotic condition, but. spontaneously
instead of experimentally induced. In fact, in
Case 11, the gazing at the watch, parallel with the
inability to move, reminds one strongly of a state

'Carl J). Camp: Morbid Sleepiness, with u report .of :i rase rif
NTaroolepBy. Jour. Abnor. Psycnol., vol. ii, no. 1, April May, 1007.
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of hypnotic ecstasy, though no relation seems to
exist between hypnosis and normal sleep, in spite
of Bechterew's statement ° that hypnosis is
nothing but a modification of normal sleep. Yet
it appears from a study of our cases that the
spontaneous, semi-drowsy hypnagogic state is
practically identical with the experimental hyp-
notic state. In both there is increased suggesti-
bility, a tendency to paralysis, cataleptiform
conditions may appear, and if the state is pro-
longed, as in the semi-drowsiness of patients
suffering from protracted insomnia, hallucinations
of sight may arise.

Sudden awakening from a sound sleep seems to
bear no relation to the origin of the disorder. In
some personal observations on sleeping animals
that were suddenly awakened by a loud noise, no

temporary muscular rigidity took place, for the
animal would frequently jump up and regain its
feet at once. If the animal were only half
awakened by the stimulus, in a few seconds it
would again pass into a natural sleep without any
intervening palsy.

This nocturnal palsy, therefore, on clinical
evidence at least, seems to possess the following
characteristics:

1. It appears only in the hypnagogic state and
runs parallel with it.

2. When it occurs in normal individuals it is a

transitory and rare phenomenon.
3. Sometimes it follows a strong emotional

shock and assumes the characteristics of a recur-
rent mental state, as in the case published in my
first paper.

4. The symptom-complex may occur in hys-
teria, neurasthenia or psychasthenia. In neuras-
thenia it appears to be merely symptomatic of the
underlying neurosis with its concomitant sense of
exhaustion. In hysteria and psychasthenia it is
an equivalent disorder in the sense of replacing
the narcoleptic attacks in the former disease or the
peculiar crises of anxiety in the latter.

5. This nocturnal palsy has a varying duration,
from a few seconds in normal individuals, to
several minutes or even a quarter of an hour, in
pathological cases.

6. The entire symptom-complex is a mental
dissociation reacting most strongly on the motor
mechanism, and as a purely functional disorder,
it is distinctly amenable to psychotherapcutic
treatment.

EXOPHTHALMIC GOITER.*
BY EDWARD SWASEY, M.D., WORCESTER, MASS.,

Oculist and Aurist to the City Hospital.
This is an old, and yet a new, disease. It is old

inasmuch as its written medical history dates as
far back as the year 1825, when Dr. Caleb H.
Parry, an English physician, first described its
symptoms, and he saw his first patient in 1786,
more than one hundred and twenty years ago.
Although his description was not nearly so com-

•W. V. Beehterew: What is Hypnosis? Jour. Abnor. Psyohol.,vol.. i. no. 1. loon.
*Read before the Worcester District Medical Society, in Worces-

ter, Oct. 9, 1907.

píete and full as were those later given by Dr.
Graves in 1835, and by Dr. Basedow in 1840, still
Osier calls it Parry's disease, in preference to
naming after either Graves or Basedow. Graves
was a practitioner in Dublin, and the English call
it Graves' disease, and because Basedow was .a
German the Germans call it Basedow's disease.
But at the present time, if one looks up the
current literature of the subject, he finds it most
often referred to as exophthalmic goiter.

And still beyond the year 1825, when it first
took its place in our medical literature, who can
tell how far back its real history may run, and
how its complex symptomatology perplexed and
worried previous generations of medical men?

It has, in a way, become a new disease in the
increased interest which it has excited since the
advent of the various prepared powders and
serums, in the past few years, which are giving
more promise of control and cure of the affection
than have all the previous forms of medication.
Moreover, the surgeons are showing more knowl-
edge and courage, together with more skill and
caution in operating on the thyroid gland, than
was the case ten or fifteen years ago.

Hence it is a subject of great interest to the
men in general practice, for they are usually first
consulted by the patient. It is of interest to the
surgeon because more cures than ever before are
being effected by operations, and some of our
most skillful surgeons show a larger per cent of
cures by the knife than has ever been possible by
any other form of treatment. It is of interest to
the neurologist because of the serious and com-
plicated involvement of the nervous system, and
of interest to the ophthalmologist because of the
almost invariable eye complications.

Hence it is a timely and important subject for
us all to consider and discuss.

Though exophthalmic goiter has been seen in
childhood, and as young as two years of age, and
has been known to first appear in persons beyondmiddle life, it is confined almost wholly to young
adult life, and also to females from twenty to
thirty years of age. The proportion of females to
males is about five to one. We do not know any
reason for this great preponderance of females
over males, but it is believed that the uterine
functions in some way render the vasomotor
nerve centers less stable and more easily in-
fluenced by shock, fright, grief and worry than
in the males. In many cases the exciting cause
seems quite definitely traced to some great
mental excitement like those given above. In
others we cannot find any definite time or ex-
perience to trace it to. One author says young
adult females with delicate constitutions, clear
complexion, blue eyes, blond or reddish hair, and
an irritable nervous temperament are especially
liable to come to this form of nervous breakdown-
More than this we are unable at present to give as a

constitutional, predisposing cause. But we do
know that the first blow falls on the vasomotor
nerve centers. This in turn disturbs the vascular
supply of certain organs and among others the
thyroid gland. This gland has very definite and
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